Children are believed to be the most vulnerable group to most of the infectious diseases and similar is the case with Mycobacterium leprae infection owing to their weak immunity. Leprosy in children carries an epidemiological significance and can be considered an index of the prevalence of disease. We aim to know the incidence, duration, spectrum, reactions, and deformities in childhood leprosy through this study. Out of the total of 300 leprosy patients, 4% (12) patients belonged to the pediatric age group (<14 yeas) and 288 (96%) patients were adolescent/adults. Family history was present in 25% of the children with leprosy and only 2.47% adults with leprosy. Tuberculoid and borderline tuberculoid were the most common among pediatric patients. Indeterminate leprosy was specifically seen among children. Majority of the pediatric patients were paucibacillary (58.33%). In pediatric patients, two cases of both type 1 and type 2 reactions were seen. Deformities (Claw hand) were seen in 2 (16.67%) children. Leprosy occurs in children in substantial proportion, thus, adequate specific measures should be taken for children in leprosy control.
Introduction
Leprosy is a chronic disease caused by Mycobacterium leprae, affecting the peripheral nervous system, skin, and certain other tissues. [1] It has been a major public health problem in many developing countries for a long time. Children are believed to be the most vulnerable group to most of the infectious diseases and similar is the case with M. leprae infection owing to their weak immunity. Leprosy in children carries an epidemiological significance and can be considered an index of the prevalence of disease. It forms an important link in the study of a natural evolution of disease from children to adults. It is rare under 2 years of age. [2, 3] It is often unrecognized, and 75% of cases regress spontaneously without any treatment.
In this study, we aim to report the cases of pediatric leprosy. New cases of leprosy were included in the study. The patients were classified as per the World Health Organization (WHO) guidelines into paucibacillary (PB)/multibacillary (MB) cases for treatment purpose and treatment was provided accordingly. Written and informed consent was obtained from every patient. Since no treatment modification was done, ethical committee clearance was not taken. The data were entered into MS Excel spreadsheet and categorical variables were presented in number and percentage (%).
Results
Out of the total of 300 leprosy patients, 4% (12) patients belonged to the pediatric age group (<14 years) and the male-to-female ratio was 3:1 in children [ Table 1 ].
Family history was present in 25% of the children with leprosy.
The clinical profile of the children leprosy patients has been shown in Table 2 . Tuberculoid and borderline tuberculoid (BT) [ Figure 1 ] were the most common among pediatric patients with few cases of indeterminate leprosy [ Figure 2 ].
Majority of the pediatric patients were PB 7 (58.33%) and 5 (41.67%) had MB leprosy according to the WHO classification.
Eleven children had a history of such symptoms for less than a year and one child showed to the clinic after 3 years of symptoms.
In pediatric patients, two cases of both type one and type two reactions were seen. No cases of relapse were seen in children. Deformities were seen in two (16.67%) children [ Table 3 ].
No deformity except claw hand (one child) [ Figure 3 ] was noticed in children. The grades of deformities have been shown in Table 4 . Ear involvement was seen in one child [ Figure 4 ].
Discussion
We report an incidence of 4% children affected by leprosy in our study. The study was done in a hospital at Ahmedabad (Gujarat) and may not reflect the status of childhood leprosy in the community, but still caters to the majority of the surrounding areas in Gujarat. Since the beginning and reporting of this study, the incidence rates have fluctuated. In 2011, three countries made up 83% of the new cases detected worldwide, with India responsible for 58% of the cases, Brazil for 16%, and Indonesia for 9%. [4] In 2014, 58.8% of worldwide new cases were from India. Child leprosy globally was 8.8%, and in India, it was 9.04%. [5] A decreasing trend in childhood leprosy may be due to a well-run and long-established program, with increasing immunity in the population. Literature also discusses aspects relating to self-healing in child leprosy. [4] Different states and Union territories in India present different subsets of leprosy cases accounting for the differences in the overall incidence in India and in different The gender ratio was 3:1 in our study. Literature reports child leprosy M:F from 3.3:1 to 1:1. Sex ratios are uncertain, and the WHO added that in children, there is "no significant difference" in the leprosy prevalence between the sexes. [4] Contact history was present in 25% of children. It presents as a strong factor in childhood leprosy. Literature reports a four-fold risk of developing leprosy in the presence of a neighborhood contact and nine-fold risk with a household contact. [4] Gitte et al. [5] reported contact history in 44.1% children. In Mahajan et al. [6] study, 25 (29%) patients had a definite history of contact, out of which 23 (92%) were intrafamilial. In Kumaravel et al. study, [7] household contact was 19.6%.
PB cases were comparable to MB cases (7 [58.33%], 5 [41.67%]). Literature does not differ in the distribution. Gitte et al. [5] reports 59.9% PB and 40.1% MB child leprosy cases. In one study, 54 (63%) children had PB and 32 (37%) had MB leprosy. [6] Immunity plays an important role in such distribution. Among familial contacts, the risk of infection increases from 35% to 65% if the index case is suffering from MB leprosy as compared to PB leprosy. [4] Strong focus on contact examination, health surveys in schools, and early self-reporting by families may provide us early access to such children.
Among children, tuberculoid and BT leprosy cases predominated as compared to indeterminate leprosy cases.
Mahajan et al. [6] reported BT in 63 (73%) patients as the most common type in children. Kumaravel et al. [7] also reports the most common spectrum in children as BT in 27 cases (58.7%).
The average duration of disease in children before reporting was 1 year. One year of delay in diagnosis shows a lack of awareness and urgency on the part of the parents and the guardians. Setting up of regular health setup and surveys in schools may reduce the duration. Mahajan et al. [6] reported an even higher duration of 1.5 years. Gitte et al. [5] report a mean duration of 13-14 months. This factor may sound insignificant but holds relevance in the leprosy prevalence in India.
Reactions were uncommon in children, with only two cases in our study, which was supported by other studies. [8, 9] No cases of relapse were seen in children. In contrast, Gitte et al. [10] reported that 17.6% of children developed Lepra reaction.
Claw hand was seen in 2 (16.67%) children. No eye complaints were seen in children. Ocular leprosy among children is rare and nonbinding. [7] Mahajan et al. [6] reports 12 (13%) patients with deformity at presentation; with Grade 1 deformity in five and Grade 2 deformities in seven patients. Claw hand was the most common deformity, followed by a trophic ulcer, foot drop, and wrist drop in that order. Deformities and disabilities are uncommon in children, and the high rate of 16.67% in this study compared with the reported prevalence of deformity in India (2·1%) and Delhi (7·1%) could be a referral bias. [6] In our study, all children completed treatment, but one child was lost to follow-up in 4 months. In another study, only 68% of patients completed treatment within the prescribed time. [5] Not to underestimate the government contribution, the effectiveness of the control programs holds a scope of improvement. Even though leprosy is a notifiable disease in India; an important factor in official statistics is the proportion of children with leprosy treated by doctors that are not reported. 
